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1740 W. ADAMS ST., SUITE 4600, PHOENIX, ARIZONA 85007 
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RECEIVED 
SEP 132021 


COMPLAINT INVESTIGATION FORM 


If there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


Date Received: Sept, (2, 202 Case Number: Ad - £5 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/Cvt: Dr Tara Temple 
Premise Name: Animal Care Hospital of Pheonix 


Premise Address: 3131 E Thomas Rd 


City: moe State: AZ Zip Code: 85016 
Telephone: (602) 955-5757 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT®: 
Name: Marcos Carrillo. 


Addrc=™ 
MP tip oo 
Home Telephon Cell Telepho 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 
Artemis Carrillo 


Name: 
Breed/Species: Canine - Boston Terrior 
Age: 7 yrs Sex: Femail Color: Brindle 


PATIENT INFORMATION (2): 

Name: 

Breed/Species: 

Age: Sex: __ Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


Dr Tara Temple 
Animal Care Hospital of Pheonix 
3131 E Thomas Rd, Phoenix, AZ 85016 


E. WITNESS INFORMATION: 

_ Please provide the name, address and phone number of each witness that has 
direct knowledge regarding this case. 
James Laird 


Paul T | | 
7 


i Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 
investigation of this case. 


Signature: 


Date: 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint. This 
portion must be either typewritten or clearly printed in ink. 


June 14th 12PM - 

| took my dog Artemis to be diagnosed for a limp in her hind left leg. The vet gave a 
round of vaccines | dont recall asking for. As well, they charged me twice for the visit 
(was refunded). 


They also failed to provide any after care instructions, or to notify me to watch for any 
vaccine reactions. My dog did indeed have a reaction that | had to google search in 
order to find out what was happening to my dog, and take them to the emergency vet. 


July 16th 8AM - 
|, despite my better judgement, took my dog back to have the surgery to correct the torn 
ACL (ruptured cruciate ligament). 


Aftrer dropping off my dog, about 4-5 hours later | get a phone call from Dr. Tara 
‘Temple stating that she had cut open the wrong leg during surgery. 


She admited to her gross negligence, and also told me what happened. A staff member 
read the paper work and thought RCL (the abbreviation for ruptured cruciate ligament) 
meant "Right Leg". The last check-and-balance that should have been performed by Dr. 
Temple also failed. And she proceeded to cut a large incicision in my dog's right hind 
leg. She only noticed she had cut open the wrong leg because the Cruciate Ligament 
was still intact. 


The vet clinic did refund the first visit and my surgery deposit. But the pain, stress and 
emotional damange has already been done. 


Rev 8.14.17 


The following represents my honest description of the occurrences surrounding 
complaint 22-23. 


Artemis first presented to our hospital on June 14, 2021 for a lameness of the 
Left Pelvic Limb. Artemis was diagnosed with a ruptured left cranial cruciate 
ligament, following a sedated exam and radiographs. Surgical options were 
discussed. An estimate for extracapsular repair/lateral suture was presented to 
the owner (Marcus Carillo) for consideration. Surgery was later scheduled for 
7/16/21. 


Artemis presented that morning for surgery. Appointment was labeled in our 
electronic health record:as ‘RCL’ surgery. She was admitted. Pre-anesthesia lab 
work was run. Pre-operative exam was performed by me. 


| authorized pre-anesthesia sedation and supervised anesthesia induction. | was 
called away from the room to attend to several issues while Artemis was being 
prepped. | returned to the treatment area where two senior technicians had ° 
prepped the leg for surgery. It is our hospital standard practice, and my 
expectation, that surgical team members consult the medical record-and become 
familiar with the patient's history prior to prep and induction. 


Upon arthrotomy of the Right Stifle Joint, it was immediately evident that the 
cranial cruciate ligament was intact. At that point, | directed the surgical 
technician (Ashley Sweaney) to check the medical record which confirmed that 
the ruptured cruciate ligament was on the left side. The surgical site was closed, 
and the patient was recovered uneventfully. 


| immediately called the owner to inform him of what had occurred and accepted 
full responsibility. He was understandably upset. | assured him that we would 
make every effort to manage her perioperative pain and:would work with him 
over the coming days to determine what we could do to make things right. The 
medical record reflects some of our discussions, medications, laser treatment 
and her ultimate recovery. | had several, long, in-person discussions with Mr. 
Carillo in the days that followed as he came in for his pet's laser treatments. | 
expressed tearful apologies and listened sympathetically and empathetically to 
his heartache. He vacillated from angry to sympathetic. | followed Artemis closely. 
and saw her every ‘1-3 days for her laser treatments until she was fully recovered 


and sutures were removed. And | offered to arrange her surgery through one of 
our ambulatory surgeon partners. 


The following week, we convened an after-event review of the morning of 
7/16/21. Present were myself, my hospital director (Ann Matherlee), my CVT and 
lead technician (Amber Harings), the surgical technician (Ashley Sweaney), the 
technician assisting with induction and prep (Lauren Monte) and my associate 
veterinarian (Dr Kristen Kelly). The intention was to understand how this mistake 
had occurred and how we could improve our perioperative planning to prevent 
this from happening again. 


Several conclusions were drawn. 


1. Abbreviations, like RCL, are not universally understood by staff and should be 
avoided. 


2. Medical records must be checked for every patient according to our standard 
workflow. 


3.. Detailed and deliberate evaluation of the surgical plan must be reviewed with 
all team members associated with the procedure. 


4. We already incorporate checklists for anesthesia and surgery that are verbally 
confirmed between 2 team members. We have incorporated ‘confirm procedure ° 
and location’ into this checklist. 


| do believe there were factors within the practice at the time that contributed to 
this error. Nevertheless, | realize that, as the veterinarian, | am ultimately 
responsible for this terrible mistake, certainly.the most difficult and egregious in 
my 30-year career. 


Victoria Whitmore 
- Executive Director - 


Douglas A. Ducey 
- Governor - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. Adams Street, Ste. 4600, Phoenix, Arizona 85007 
Phone (602) 364-1-PET (1738) * FAX (602) 364-1039 
vetboard.az.gov 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: PM Investigative Committee: Adam Almaraz - Chair 
Amrit Rai, DVM 
Steven Dow, DVM 
Gregg Maura 
Justin McCormick, DVM 


STAFF PRESENT: Tracy A. Riendeau, CVT — Investigations 
Marc Harris, Assistant Attorney General 


RE: Case:-22-23 
Complainant(s): Marcus Canillo 
Respondent(s): Tara-Lynn Temple, DVM (License: 4382) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 9/13/21 Laws as Amended August 2018 
Committee Discussion: 2/1/22 (Lime Green); Rules as Revised 
Board IIR: 3/16/22 September 2013 (Yellow) 


On June 14, 2021, “Artemis,” a 7-year-old female Boston Terrier was presented to 
Respondent for evaluation of left rear leg lameness. The dog was examined under sedation 
and diagnosed with a ruptured left cranial cruciate ligament. Respondent discussed her 
findings with Complainant and an estimate was provided for surgical repair. The dog was 
vaccinated and discharged. Complainant stated that the dog had a vaccine reaction. 

On July 16, 2021, the dog was presented. to Respondent for surgery to repair the ruptured 
left cranial cruciate ligament. The dog was anesthetized and the right leg was prepped for 
surgery. Upon arthrotomy of the right stifle joint, Respondent identified the right cruciate 
ligament was intact. The medical record was reviewed and it was confirmed that the 
ruptured cruciate ligament was on the left side. The surgical site on the right leg was closed 
and the dog was recovered. 

Respondent called Complainant and accepted full responsibility of what transpired. 


22-23, Tara-Lyn Temple, DVM 


Complainant was noticed and appeared. 
Respondent was noticed and appeared telephonically. Attorney David Stoll was present. 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Tara-Lyn Temple, DVM 
e Respondent(s) narrative/medical record: Marcos Canillo 


PROPOSED ‘FINDINGS of FACT’: 


1. On June 14, 2021, the dog was presented to Respondent due to lameness of the left rear 
leg. Complainant reported that the dog fell off the couch one month prior and had just 
recently been putting weight on the leg again. Upon exam, the dog had a weight = 33.5 
pounds, a temperature = 100.2, a heart rate = 150bpm and a respiration rate = 50rpm. 
Respondent noted the dog had grade 2 periodontal disease with gingivitis and tartar 
present; the dog was overweight, approaching obesity; and had a positive drawer sign in 
the left stifle which is likely due to a ruptured cranial cruciate ligament. 


2. Sedated radiographs were recommended and approved. The dog was administered 
dexdomitor and butorphanol IV; radiographs were performed of the dog's stifles and pelvis: 
and Respondent further evaluated the cranial drawer. The dog was reversed with antisedan 
IM. The dog recovered uneventfully, the dog was vaccinated for distemper parvo and 
rabies, and was discharged later that day with Deracoxib 25mg. Complainant was also 
provided with an estimate for an RCL (ruptured cruciate ligament) surgery, extracapsular, 
and it was recommended to keep the dog quiet. 


3. According to Complainant, he did not recall asking for the dog to be vaccinated and 
they failed to provide after care instructions, or information on what to watch for if the dog 
had a vaccine reaction. He stated that the dog did in fact have a vaccine reaction -— he 
researched online to investigate the dog's symptoms and took the dog to an emergency 
facility for care. Complainant did not provide the emergency facility's information, therefore 
this allegation was not verified. 


4. On July 16, 2021, the dog was presented to Respondent to have the ruptured left cranial 
cruciate ligament repaired. According to Complainant, approximately 4 — 5 hours later he 
received a call from Respondent advising that she had attempted to perform surgery on the 
wrong leg. Staff read the paperwork and thought that RCL meant right leg as opposed to 
ruptured cruciate ligament. Respondent refunded Complainant's money. 


5. According to Respondent, the dog presented for surgery and was labeled RCL surgery. 
Pre-surgical blood work was performed and Respondent examined the dog. She authorized 
pre-anesthetic sedation and supervised the anesthesia induction prior to being called away 
to attend to other issues. The dog was prepped by senior technical staff members which is 
the premises's standard practice. 
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22-23, Tara-Lyn Temple, DVM 


6. Upon arthrotomy of the right stifle joint, Respondent immediately identified that the cranial 
cruciate ligament was intact. She directed technical staff to check the medical record 
which confirmed that the ruptured cruciate ligament was on the left side. The surgical site 
was closed and the dog recovered unevenifully. 


7. Respondent stated that she immediately contacted Complainant to inform him of what 
had occurred and accepted full responsibility. Complainant was upset and Respondent 
assured him that they would make every effort to manage the dog's post-operative pain; 
they wanted to make things right. 


8. Respondent had multiple conversations with Complainant and treated the dog as 
needed throughout the healing process. Respondent also offered to amange surgery 
through one of their ambulatory surgeon partners. 


9. Respondent stated that a staff meeting was held to understand how the mistake had 
occurred and how they could improve to prevent this type of situation from happening 
again. 


COMMITTEE DISCUSSION: 


The Committee discussed that Respondent offered to have a mobile surgeon perform the 
surgery on the dog and Complainant would only need to pay for the cost of the procedure 
itself. 


Respondent stated that Complainant approved the vaccines that were administered to the 
dog on June 14, 2021. 


Some Committee members felt the incident of performing surgery on the wrong leg was a 
mistake; it was unintentional and was not ignored. While other Committee members agree it 
was a mistake, it did not excuse the end result of opening the wrong leg. There was 
miscommunication on Respondent's part, the pet owner did not have much conversation 
with staff on which leg would be operated on. 


Respondent did not meet with the pet owner prior but did perform an exam on the dog that 
morning. Although there is not a requirement for a surgical checklist, staff should be properly 
trained to ensure medical notes are read properly and understood. Harm has been done to 
the animal that could have led to infection or other complications. Ultimately, Respondent is 
responsible for ensuring mistakes like this do not happen. She has taken steps to rectify the 
situation and has made changes to prevent this from happening again. 


The inexperience of the staff contributed to the error. However, Respondent should surround 
herself with properly trained personnel. It is commendable that she took responsibly. 
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COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that possible violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 
Motion: It was moved and seconded the Board find: 
ARS § 32-2232 (11) Gross negligence; treatment of a patient or practice of veterinary 
medicine resulting in injury, unnecessary suffering or death that was caused by 
carelessness, negligence or the: disregard of established principles or practices for 


operating on the leg. 


Vote: The motion was approved with a vote of 3 to 2, with Dr. Rai and Mr. Maura 
opposed. 


The information contained in this report was obtained from the case file, which includes the 
complaint; the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


TS 


Tracy A. Riendeau, CVT 
Investigative Division 
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BEFORE THE ARIZONA VETERINARY MEDICAL. EXAMINING BOARD 


IN THE MATTER OF: CASE No.: 22-23 
TARA-LYNN TEMPLE, DVM CONSENT AGREEMENT 

FINDINGS OF FACT 
HOLDER OF LICENSE NO. 4382 CONCLUSIONS OF LAW 
FOR THE PRACTICE OF VETERINARY AND ORDER 


MEDICINE IN THE STATE OF ARIZONA, 


RESPONDENT. 


In the interest of:a prompt and judicious settlement of the above captioned 
matter before the Arizona State Veterinary Medical Examining Board ("Board") 
and consistent with the public interest, statutory requirements and responsibilities 


of the Board, and pursuant to A.R.S. §32-2201 et. seg. and A.R:S. § 41-1092.07 


(F) (5), the undersigned party, Tara-Lynn Temple, DVM (“Respondent”), holder of 


license No. 4382 for the. practice of veterinary medicine in Arizona and the Board 
enter into this Consent Agreement, Findings of Fact, Conclusion of Law and 


Order (‘Consent Agreement") as final disposition of this matter. 


CONSENT AGREEMENT 
Respondent understands and agrees that: 
1. The Board has jurisdiction over Respondent and the subject matter pursuant 
to A:R.S. §32-2201, et. seq. 
2. Respondent has the right to consult with an attorney. prior to entering into 
this Consent Agreement. Respondent has a right to a public hearing concerning 


this case. She further acknowledges that at such hearing she could present 


22-23, Tara-Lynn Temple, DVM 


evidence and cross-examine witnesses. Respondent irrevocably waives her right 
to such a hearing. 

3. Respondent irrevocably waives any right to rehearing or review or to any 
judicial review or any other appeal of these matters. 

4. The Consent Agreement, once approved by the Board and signed by the 
Respondent, shall constitute a public record, which may be disseminated as a 
formal action of the Board. Sufficient evidence exisis for the Board to make the 
Findings of Fact and Conclusions of Law set forth in the Consent Agreement. 

5. Respondent acknowledges and understands that this Consent Agreement 
will not become effective until the Board approves it and it is signed by the 
Board's Executive Director. Respondent acknowledges and agrees that Upon 
signing and returning this Consent Agreement to the Board's Executive Director, 
Respondent may not revoke her acceptance of the Consent Agreement or 
make any modifications to the document, regardless of whether the Consent 
Agreement has been issued by the Executive Director. 

6. If any part of the Consent Agreement is later declared void or otherwise 
unenforceable, the remainder of the Order in its entirety shall remain in force ad 
effect. 

7. Respondent acknowledges that any violation of this Consent Agreement 
constitutes unprofessional conduct pursuant to A.R.S. § 32-2232 and may result in 
disciplinary action pursuant to A.R.S. § 32-2234. . 

8. This Consent Agreement and Order is effective on the date signed by the 


Board. 


22-23, Tara-Lynn Temple, DVM 


es 


DATED this_2' dayor__ Ari! 022. 


Tara-Lynn Temple, DVM 


FINDINGS OF FACT 

1. The Board is the duly constituted authority for the regulation and conirol of 
the practice of veterinary medicine in the State of Arizona. 

2. Respondent holds license No. 4382 for the practice of veterinary medicine 
in the State of Arizona. 

3. On June 14, 2021, “Artemis,” ad 7-year-old female Boston Terrier was 
presented to Respondent for evaluation of left rear leg lameness. Complainant 
reported that the dog fell off the couch one month prior and had just recenily 
been putting weight on the leg again. Upon exam, the dog had a weight = 
33.5 pounds, a temperature = 100.2, a heart rate = 150bpm and a respiration 
rate = 50rpm. Respondent noted the dog had grade 2 periodontal disease with 
gingivitis: and tartar present; the dog was overweight, approaching obesity; 
and had a positive drawer sign In the left stifle which is likely due to a ruptured 
cranial cruciate ligament. 

4, Sedated radiographs were recommended and approved. The dog was 
administered dexdomitor and butorphanol IV; radiographs were performed of 
the dog's stifles and pelvis; and Respondent further evaluated the cranial 
drawer. The dog was reversed with antisedan IM. The dog recovered 
uneventtully, the dog-was vaccinated for distemper parvo and rabies, and was 


discharged later that day with Deracoxib 25mg. Complainant was also 


22-23, Tara-Lynn Temple, DVM 


with an estimate for an RCL (ruptured cruciate ligament) surgery, extracapsular, 
and it was recommended to keep the dog quiet. 

5. On July 16, 2021, the dog was presented to Respondent to have the 
ruptured left cranial cruciate ligament repaired. According to Complainant, 
approximately 4-5 hours later he received a call from Respondent advising that 
she had attempted to perform surgery on the wrong leg. Staff read the 
paperwork and thought that RCL meant right leg as opposed to ruptured 
cruciate ligament. Respondent refunded Complainant's money. 

6. According to Respondent, the dog presented for surgery and was labeled 
RCL surgery. Pre-surgical blood work was. performed and Respondent examined 
the dog. She authorized pre-anesthetic sedation and supervised the anesthesia 
induction prior to being called away to attend to other issues. The dog was 
prepped by senior technical staff members which is the premises’ standard 
practice... 

7, Upon arthrotomy of the right stifle joint, Respondent immediately identified 
that the cranial cruciate ligament was intact. She directed technical staff to 
check the medical record which confirmed that the ruptured cruciate ligament 
was on the left side. The surgical site was closed and the dog recovered 
uneventfully. 

8. Respondent stated that she immediately contacted Complainant to inform 
him of what had occurred and accepted full responsibility. Complainant was 
upset and Respondent assured him that they would make every effort to 


manage the dog's post-operative pain; they wanted to make things right. 


22-23, Tara-Lynn Temple, DVM 


9, Respondent had multiple conversations with Complainant and treated the 
dog as needed throughout. the healing process. Respondent also offered to 
arrange surgery through one of their ambulatory surgeon partners. 

10. Respondent stated that a.staff meeting was held to understand how the 
mistake had occurred and how they could improve to prevent this type of 


situation from happening again. 


CONCLUSIONS OF LAW 
11. The Findings of Fact constitutes a violation of A.R.S. § 32-2232 (12) as it 
relates: to A.A.C. -R3-11-501(1) failure to meet Professional Acceptable 


Procedures for operating on the wrong leg.. 


ORDER 


1. ‘Based upon the foregoing Findings ‘of: Fact and Conclusions ‘of Law it is: 


ORDERED ‘that Respondent’s License, No. 4382 be issued a:Decree of Censure. 


2.'Respondent shall obey all federal, state and local laws/rules governing the: 


‘Jj practice of veterinary medicine-in this state. 


3.:Respondent shall bear all:costs of complying with this Consent Agreement. 


4. This Consent Agreement is conclusive evidence of the matters described: 


{| and may.be considered: by the Board in determining an appropriate sanction in 


the event a subsequent violation occurs. In the event:Respondent violates any. 


{| term of this Consent Agreement, the Board may, after opportunity for Informal 


Interview: or Formal Hearing, take any other appropriate disciplinary action 


|| authorized. by law, including suspension or revocation: of Respondent’s license. 


22-23, Tara-Lynn Temple, DVM 


By: 


ISSUED THIS_Z™ DAY OF Titus, 2022. 


FOR THE BOARD: 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 


Jim Loughead, Chairperson 


By 


Victoria-Whitmore, Executive Director 


Original 9 the foregoing filed 
This_Zn" _ day of Tay 2022 with: 


Arizona State Veterinary Medical Examining Board 
1740 W. Adams St, Ste. 4600 
Phoenix, Arizona 85007 


Copy of the foregoing mailed by Certified, return receipt mail 


This_ 2° day of aye 2022 to: 


Tara-Lynn Temple, DVM 
Adaress on file 


‘Respondent 


Copy of the foregoing sent by regular mail 


this_2°4 day of “Tess , 2022 to: 


David Stoll, Esq. 

Beaugureau, Hancock, Stoll and: Schwarz, P.C. 
302 East: Coronado Road 

Phoenix, Arizona 85004 


"Board Staff 
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VICTORIA WHITMORE 
EXECUTIVE DIRECTOR 


DOUGLAS A. DUCEY 
GOVERNOR 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
VETBOARD.AZ.GOV 


IN ACCORDANCE WITH A.R.S. § 32-2237(D): “IF THE BOARD REJECTS ANY RECOMMENDATION CONTAINED IN A 
REPORT OF THE INVESTIGATIVE COMMITTEE, IT SHALL DOCUMENT THE REASONS FOR ITS DECISION IN WRITING.” 
At the March 16, 2022 meeting of the Arizona State Veterinary Medical Examining Board, the Board considered the 
recommendations of the Investigative Committee regarding case number 22-23 In Re: Tara-Lynn Temple, DVM. 
The Board considered the Investigative Committee's Findings of Fact and Conclusions of Law: 
ARS § 32-2232 (11) Gross negligence; treatment of a patient or practice of veterinary medicine resulting in 
injury, unnecessary suffering or death that was caused by carelessness, negligence or the disregard of 
established principles or practices for operating on the wrong leg. 
Following discussion, the Board concluded that Respondent's conduct did rise to the level of a violation however 


the Board felf violation ARS § 32-2232 (12) as if relafes fo AAC R3-11-50T (1) failure fo meef Professional Accepfable 
Procedures was more appropriate for this matter. 


<Ht \ \ 
Respectfully submitted this C6) day of , 2022. 


Arizona State Veterinary Medicat Examining Board 


